Higher Underlying Infection Risk and Worse Infection‐Related Outcomes {#wmh3364-sec-0010}
=====================================================================

People with serious mental illness (SMI), and those struggling with or who are in recovery from addiction, face greater difficulties securing adequate food, housing, income, social support, and health insurance (Alexander, Stoller, Haffajee, & Saloner, [2020](#wmh3364-bib-0002){ref-type="ref"}; Becker & Fiellin, [2020](#wmh3364-bib-0007){ref-type="ref"}; Druss, [2020](#wmh3364-bib-0019){ref-type="ref"}; Volkow, [2020](#wmh3364-bib-0053){ref-type="ref"}) and a 20--30 year mortality gap (Colton & Manderscheid, [2006](#wmh3364-bib-0013){ref-type="ref"}; Olfson, Gerhard, Huang, Crystal, & Stroup, [2015](#wmh3364-bib-0042){ref-type="ref"}; Ösby, Brandt, Correia, Ekbom, & Sparén, [2001](#wmh3364-bib-0043){ref-type="ref"}) due to poor access to quality primary care (Aggarwal, Pandurangi, & Smith, [2013](#wmh3364-bib-0001){ref-type="ref"}; Bradford et al., [2008](#wmh3364-bib-0008){ref-type="ref"}; Brugha, Wing, & Smith, [1989](#wmh3364-bib-0009){ref-type="ref"}; Druss, Bradford, Rosenheck, Radford, & Krumholz, [2000](#wmh3364-bib-0021){ref-type="ref"};  Lord, Malone, & Mitchell, [2010](#wmh3364-bib-0033){ref-type="ref"}; Nasrallah et al., [2006](#wmh3364-bib-0038){ref-type="ref"}), metabolic side effects of antipsychotics (Cohn & Sernyak, [2006](#wmh3364-bib-0012){ref-type="ref"}; Newcomer, [2007](#wmh3364-bib-0039){ref-type="ref"}; Newcomer & Haupt, [2006](#wmh3364-bib-0040){ref-type="ref"}), and other social and behavioral factors (Druss, [2007](#wmh3364-bib-0020){ref-type="ref"}; Parks, Svendsen, Singer, & Foti, [2006](#wmh3364-bib-0044){ref-type="ref"}; Viron, Zioto, Schweitzer, & Levine, [2014](#wmh3364-bib-0052){ref-type="ref"}), which increase the risk of medical conditions such as cardiovascular disease and diabetes (Saha, Chant, & McGrath, [2007](#wmh3364-bib-0045){ref-type="ref"}; Suetani & Whiteford, [2015](#wmh3364-bib-0049){ref-type="ref"}). Smoking and vaping are more common among lower‐income communities and people with mental health conditions (Al‐Hamdani, Hopkins, & Park, [2020](#wmh3364-bib-0003){ref-type="ref"}; Glover, Patwardhan, & Selket, [2020](#wmh3364-bib-0026){ref-type="ref"}). People who are homeless already face higher risk of mortality (O\'Connell, [2005](#wmh3364-bib-0041){ref-type="ref"}), chronic medical conditions (Koh et al., [2020](#wmh3364-bib-0030){ref-type="ref"}), mental health and substance use problems (Lebrun‐Harris et al., [2013](#wmh3364-bib-0031){ref-type="ref"}), and poor health care access (Moore & Rosenheck, [2016](#wmh3364-bib-0036){ref-type="ref"}). All these factors and comorbidities increase the risk of exposure of severe complications from coronavirus (Lewis, [2020](#wmh3364-bib-0032){ref-type="ref"}) for people living with behavioral health conditions.

These risks will be exacerbated for those who are further marginalized, for example, due to race, ethnicity, immigration history, sexual or gender minority status, or a number of other factors. Blacks and Latinos in the United States are more likely to live in areas with high poverty rates, less access to quality hospitals and health care, more air pollution, and other environmental risks (Fiscella, Franks, & Gold, [2000](#wmh3364-bib-0022){ref-type="ref"}; Gradín, [2012](#wmh3364-bib-0027){ref-type="ref"}; Woo et al., [2019](#wmh3364-bib-0054){ref-type="ref"}). A higher prevalence of chronic conditions like diabetes and obesity among these populations may put them at greater risk of severe complications from COVID‐19 (Crossrow & Falkner, [2004](#wmh3364-bib-0016){ref-type="ref"}; Hales, Caroll, Fryar, & Ogden, [2017](#wmh3364-bib-0028){ref-type="ref"}; Spanakis & Golden, [2013](#wmh3364-bib-0047){ref-type="ref"}; Zhou, Chi, Lv, & Wang, [2020](#wmh3364-bib-0056){ref-type="ref"}). The coronavirus pandemic is an additional major burden to communities already struggling to stem the ongoing opioid crisis (Alexander et al., [2020](#wmh3364-bib-0002){ref-type="ref"}; Becker & Fiellin, [2020](#wmh3364-bib-0007){ref-type="ref"}; Volkow, [2020](#wmh3364-bib-0053){ref-type="ref"}) as well as other health disparities. Social determinants of health such as greater poverty, food insecurity, and fewer per‐capita social associations (Flores et al., [2020](#wmh3364-bib-0023){ref-type="ref"}) COVID‐19 further exacerbate racial and income inequalities in opioid mortalities.

The data show the validity of such concerns: in Boston, despite representing only 25 percent of the population, Black Americans account for 30 percent of known deaths, and 42 percent of known cases (Dooling, [2020](#wmh3364-bib-0018){ref-type="ref"}). These disparate patterns of COVID exposure and mortality are echoed across the United States and reflect broader national gaps in the intersections of race, racism, and health. In Louisiana, Black residents accounted for 33 percent of the population, but 70 percent of coronavirus deaths by April 6, and these patterns were echoed in major metropolitan cities that became early hot spots of the pandemic in the United States, including Detroit, Chicago, Milwaukee, and New York City (Villarosa, [2020](#wmh3364-bib-0051){ref-type="ref"}). Latinos are also disproportionately more likely to be infected with coronavirus: in Utah, Oregon, and Washington, Latinos make up 13--14 percent of the population but 36, 26, and 29 percentage of COVID‐19 cases, respectively (Despres, [2020](#wmh3364-bib-0017){ref-type="ref"}). New York City\'s death rate data paint a stark picture of these disparities, where Black or African American residents died from COVID‐19 at rate of 92.3 per 100,000 and Latinos died at rate of 74.3 per 100,000, compared with the much lower rates for whites (45.2) and Asians (34.5) (Centers for Disease Control and Prevention, [2020](#wmh3364-bib-0010){ref-type="ref"}). In light of these data, the publication of Massachusetts' Crisis Standards of Care was met with open letters from various medical and advocacy communities stating that major flaws included developing guidelines with little to no community representation or oversight; ventilator allocation based on comorbidity scores, which disadvantage populations more likely to experience chronic diseases; and omission of recommendations to combat known issues of structural racism, economic injustice, ableism, or ageism in the health‐care system.

Nationwide, legislators and advocates have called for improved data collection and increased testing and targeted resource allocation to aid these communities in response to the emerging realization that "the elevated rates of serious illnesses have weaponized the coronavirus to catastrophic effect in Black America" (Villarosa, [2020](#wmh3364-bib-0051){ref-type="ref"}) as well as for other racial/ethnic groups like Latinos. This action is necessary, but again, it comes much too late. Early in the pandemic, when swift action was essential to protect these most vulnerable communities, there were almost no state or federal government communications suggesting people should cancel large events, like the Mardi Gras celebrations that are now believed to have contributed to New Orleans rapidly becoming one of the biggest coronavirus hot spots in the United States (Villarosa, [2020](#wmh3364-bib-0051){ref-type="ref"}).

In Chelsea, just north of Boston, it was Green Roots, a local grassroots environmental organization, that sounded the alarm to the city\'s local government about the potential for coronavirus to devastate this tightly knit, lower‐income community. A high proportion of residents are immigrants with limited English proficiency. Many residents live in crowded quarters and have high rates of chronic conditions. Many of their jobs are suddenly recognized as the "essential work" that they always have been. As Judith García of the Chelsea City Council explains:"Most of these folks already suffer of asthma, diabetes, and all of these other public health concerns. \[Green Roots realized\] this could be the perfect storm for this to affect us. And they started having small conversations, then saying, "Chelsea needs to prepare and have an emergency response team because when this hits here, you are you going to see it." (García, [2020](#wmh3364-bib-0025){ref-type="ref"})"

In cities like Chelsea, residents face multilevel challenges that make facing an infectious disease pandemic exponentially more challenging: Councilor García points out that many residents have never been to a doctor and do not have an established primary care provider to call about health concerns, and many of them live in fear of deportation. To add to the challenges of identifying early the potential impacts that coronavirus would have in particularly vulnerable Black and Latino communities around the United States, García points out that there were almost no communications in Spanish or other languages at the state or federal levels:"I think that if this pandemic would have been communicated more effectively in a culturally sensitive way, we could have stopped this from spreading as fast as it has. ... Communication was not clear of where it was, \[and\] what the hazards were. None of that was clear. (García, [2020](#wmh3364-bib-0025){ref-type="ref"})"

She noted that Chelsea was lucky to have several newly elected council members who were Latino, reflecting the community, and that once they realized how dangerous the situation was, Chelsea immediately acted to provide clear and consistent communication to residents in Spanish and other languages.

Challenges to Physical Distancing and Sanitation {#wmh3364-sec-0020}
================================================

The necessary physical distancing measures rapidly put into place left many people unable to work from home to continue earning an income. Moreover, many people faced challenges to sanitary conditions in their homes or in shared group homes. For example, in Detroit (where Black communities faced higher death rates from the coronavirus), many residents were experiencing ongoing water shutdowns at the beginning of the pandemic related to inability to pay for these services; these same communities also suffer from higher pollution rates, and many people have lower incomes, which require them to grocery shop frequently despite "shelter in place" orders (Fox2Detroit, [2020](#wmh3364-bib-0024){ref-type="ref"}). Michigan\'s coronavirus data as of April 28th showed that Black residents accounted for 32 percent of confirmed cases and 41 percent of deaths, despite accounting for only 14 percent of the state\'s population according to the latest Census numbers, and these wide disparities are largely driven by Detroit‐area infections and deaths (State of Michigan, [2020](#wmh3364-bib-0048){ref-type="ref"}; U.S. Census Bureau, [2019](#wmh3364-bib-0050){ref-type="ref"}).

Many people simply do not have the option of working from home, and many cannot afford to stop working or have found themselves to be "essential workers." Soso Jean‐Claude is the founder and director of Resources Education Advocacy & Love (REAL), which helps people from especially vulnerable populations survive and thrive via peer support work, community organizing, advocacy, referrals, and consulting with health‐care and academic partners. She described the catch‐22 that many low‐income Boston residents of color, especially those with mental health or substance use conditions, face as a result of this pandemic:"The big gap that I see a lot is that if people don\'t go to work and risk their life, they can\'t pay bills and feed their family. So that\'s huge, that people have to choose between being safe and alive and protecting their loved ones versus having a home to sleep in while they are safe and alive. (Jean‐Claude, [2020](#wmh3364-bib-0029){ref-type="ref"})"

The federal social safety net in the United States will not provide sufficient financial relief for the millions unemployed as a result of the pandemic (Schwartz, [2020](#wmh3364-bib-0046){ref-type="ref"}) and protests have erupted in many state capitols demanding that governors reopen the state and allow individuals to return to work, even as health‐care and public health officials struggle to contain the pandemic. Given this reality, Jean‐Claude pointed out that people from vulnerable communities without the choice to work from home included nurses, other health‐care workers, and janitors, "All these people that make the world go 'round,\' and that if additional resources were not granted to these communities, then:"The diseases are gonna spread more from them. You\'re still going to come in contact with them. With us. (Jean‐Claude, [2020](#wmh3364-bib-0029){ref-type="ref"})"

Health‐care workers have been calling increasing attention to the dangerously low supplies of personal protective equipment (PPE) for those providing direct patient care. But as Valeria Chambers, a certified peer support specialist and founder of Black Voices: Pathways 4 Recovery in Boston explained, people in other critical roles like peer‐support specialists continued seeing clients in crowded spaces like group homes."They\'re on the front line and I don\'t think many people realize that. (Chambers, [2020](#wmh3364-bib-0011){ref-type="ref"})"

This population of essential workers is largely invisible to the general public, and Chambers explained people had to advocate for the right to provide remote peer support after facing increasingly unsafe working conditions."There was no hand sanitizer in one place. There were no toiletries and \[people were using\] napkins for toilet paper. ... I think finally, some peer specialists have been able to get PPE. Initially, they didn\'t have anything. (Chambers, [2020](#wmh3364-bib-0011){ref-type="ref"})"

Cultural differences also further complicate communication regarding risks and appropriate physical distancing behaviors, as noted by Councilor García. Many of her Latino constituents with strong faith backgrounds may have a tendency to want to believe that:"\[Our constituents may sometimes believe that\]: "It\'s okay, I don\'t need to wear this mask. I don\'t need to wear gloves. Because Jesus Christ will protect me." (García, [2020](#wmh3364-bib-0025){ref-type="ref"})"

Moreover, she explained that closely‐knit family members had a tendency to go attend to other family members who had become sick, wanting to support them, and that there was a lack of communication about the need to continue physical distancing, even and especially when family members became sick. But even when those risks are well communicated and well understood, residents of Chelsea who were doing what they could to self‐isolate while sharing a single dwelling with many family members or roommates were found to be resorting to extreme measures like sleeping in cars or on porches to protect loved ones, for lack of anywhere else to go (Barry, [2020](#wmh3364-bib-0006){ref-type="ref"}).

These stories reflect the supreme importance of maintaining close connections by any means necessary to the experiences of vulnerable community members on the ground. As Neil Martin of Center of Life, a community‐based organization whose primary focus is youth programming, in Pittsburgh notes:"The people who need the most don\'t really know what they don\'t know. It\'s like, blissful ignorance, despite everything. And really, it\'s just knocking on doors, doing that leg work, that is the most important thing and the most effective way to communicate. (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

He states that if workers for community‐based organizations are given proper PPE and instructions on maintaining distancing, these on‐the‐ground efforts to reach out to community members by finding them where they are, instead of relying on phones or web pages, are still essential to understanding the evolving needs of community members.

Existing Mental Health System Responses {#wmh3364-sec-0030}
=======================================

Researchers have called on mental health systems to better serve those with serious mental illness during these difficult times by means of a health system--based focus. For example, they have recommended individual‐level strategies to support patients with SMI by providing information and resources, empowering mental health clinicians to better recognize symptoms of COVID‐19 and helping to reduce mental health provider burnout, strengthening health systems, and expanding mental health policies (Druss, [2020](#wmh3364-bib-0019){ref-type="ref"}). These efforts are important, but will likely not be enough to mitigate the expected rising risk of anxiety, depression, psychosis (Cowan, [2020](#wmh3364-bib-0014){ref-type="ref"}), and suicidality in our most vulnerable communities.

The rapid shift to telehealth for behavioral and mental health services, which was already somewhat underway prior to the pandemic (Creedon et al., [2020](#wmh3364-bib-0015){ref-type="ref"}), has been necessary to protect health and safety for patients and providers. In many ways, these efforts are long overdue and also may represent an opportunity to reach communities for whom traditional office‐based care was simply never accessible. For example, Black Americans use smartphones at higher rates than other racial/ethnic groups in the United States and are also more likely to use their phones to seek health information (Anderson, [2015](#wmh3364-bib-0004){ref-type="ref"}). However, these shifts are still likely to leave many behind, including those who do not have easy access to smartphones or laptops, internet access (13 percent of Hispanic and 12 percent of Black people in the United States rely on smartphones and do not have internet access at home, vs. only 4 percent of whites) (Anderson, [2015](#wmh3364-bib-0004){ref-type="ref"}), or a private space to engage in telehealth appointments. Disabled Americans are less likely to have a laptop or desktop computer, use a smartphone, or have broadband internet at home than those without a disability (Anderson & Perrin, [2017](#wmh3364-bib-0005){ref-type="ref"}). It is still unknown whether the rapid institutional shift to telehealth visits may be more likely to leave out people who are socially vulnerable but who do not yet meet the highest levels of mental health risk criteria behind.

Soso Jean‐Claude explained some drawbacks to the rapid shift to telehealth for mental health and substance use treatment needs among vulnerable communities in Boston:"Even if people can get hooked up with all of the services that are out there, not everyone has smartphones. ... I was able to \[get an appointment set up\], but I had to call an outside agency to scare them into doing that. Not everyone has those resources. And people are getting canceled left and right. If you don\'t have the patience, which is impossible in a crisis, or even on a good day when you have mental health problems. (Jean‐Claude, [2020](#wmh3364-bib-0029){ref-type="ref"})"

Valeria Chambers also described similar instances within her network that were particularly difficult for people with trauma histories, for example, where people\'s established mental health providers have been pulled away to help with their organization\'s response to the coronavirus pandemic:"And people have been asked to speak to a substitute, you know ... and that is really, that has really messed a lot of people up, you know, feeling uncomfortable in a crisis, and having to try and connect to someone new. (Chambers, [2020](#wmh3364-bib-0011){ref-type="ref"})"

She also described some challenges she faced when converting her in‐person peer support, Black Voices, into a virtual group at the start of the pandemic, for example, a trauma survivor concerned about safety on virtual platforms given the now well‐documented instances of racist or pornographic Zoom‐bombing.

Neil Martin at Center of Life pointed out that people who did not have established mental health care prior to the pandemic were unlikely to receive it now:"This population for mental health, you rarely deal with it anyway, even in the best of times. You just kind of think your circumstances are what they are, and they don\'t really improve because that\'s who you are. (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

Here again, on‐the‐ground connections among community members and especially to community‐based organizations will be critical in identifying emerging mental health needs in ways that health systems simply will never be able to match."People are more existential or maybe more depressed than they have been before ... \[but\] a lot of times, they communicate it with their eyes, their temperament, less so vocally. (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

Interventions Outside of the Health‐Care System Are Critical to Mitigating Behavioral Health Disparities {#wmh3364-sec-0040}
========================================================================================================

Among the lessons learned from Italy\'s early experience with the coronavirus pandemic was that, because hospitals became quickly overwhelmed by the volume of patients needing emergency care, health systems organized around "patient‐centered care" had to shift to "community‐centered care" as much as possible for mild and moderate cases (Nacoti et al., [2020](#wmh3364-bib-0037){ref-type="ref"}). The large emphasis on efforts to rapidly adapt health‐care systems, including the focus on rapidly leveraging telehealth services, has been an absolutely critical response to the coronavirus pandemic. However, focusing on the health system alone may come at the expense of other community outreach and public health interventions, which require substantial financial, logistical, and policy supports to ensure they can adequately take care of our most vulnerable communities.

For the vast majority of people, who still have not been infected with COVID‐19, immediate help is needed: not to treat physical symptoms of coronavirus, but to deliver life‐giving services like food, housing, emotional support, personal protective gear, and sanitation supplies. In this regard, community‐based organizations and state and local governments have shown remarkable resolve and ingenuity in the face of a great deal of uncertainty and often with little to no resources.

Neil Martin noted that the Center of Life knew they had to act at the very beginning of the pandemic. Although Center of Life normally provides a variety of programming primarily geared at youth in Pittsburgh\'s Hazlewood neighborhood, their work shifted to consist of a skeleton crew including Martin himself who deliver food door‐to‐door to their members in need. He described the two most vulnerable tiers of families he encounters:"There\'s a tier ... where they do depend on these meals. Like, they can have food in the fridge, but if we didn\'t deliver meals, that fridge would be empty ... and the last one \[is\] "We need food now and we don\'t really care about social distancing. I got fired from my job and what you give me is all we have." (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

Moving forward, Martin felt that health systems should have existing partnerships with trusted, community‐based organizations in order to rapidly redistribute resources in times of crisis to deliver essential services like food, and also to provide informal health and mental health checks for community members:"I\'d say, have an organization just highlighted, and communicate to them, "If something were to happen, we are going to use you. We are going to give you an influx of cash to hire people and go door to door." (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

Building on the established relationships that community‐based organizations have with vulnerable community members, he says, is critical, because he believes a health‐care worker calling residents to ask about their health is unlikely to work well in these communities:"No, you have to come, and bring gifts, and that gift is like, food to someone\'s door and hopefully it\'s \[from\] someone they recognize. ... We know this person, they are our friends and more. (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

The importance of established relationships with community partners as well as with representatives from research and health‐care institutions that can help local efforts were echoed by Valeria Chambers and Soso Jean‐Claude. Chambers' virtual peer support group has had ongoing attendance during the pandemic in large part because many of these relationships were carefully established in person, over time, before the current crisis. Even as the work to continue to build a healing collective in a time of evolving crisis is ongoing, Chambers points out that members have been open with her about why they continue attending now:"They have said, "We\'re coming here because we trust you. We know you. We know you\'re going to keep this a safe space. That\'s why we\'re here." (Martin, [2020](#wmh3364-bib-0035){ref-type="ref"})"

Soso Jean‐Claude captures how the strengths of community members with lived mental health, substance use, or trauma experiences can work together with people in positions of power within research and health institutions in order to help solve complex problems for vulnerable communities in crisis:"If we don\'t have allies like you, we\'re lost in the sauce. Because we learned how to survive. You were taught how to thrive. Now we\'re learning how to thrive with our survival, which is hard because we\'re unlearning and learning and evolving at the same time. (Jean‐Claude, [2020](#wmh3364-bib-0029){ref-type="ref"})"

Unlearning and learning, while simultaneously evolving, also describe the experience of Chelsea\'s effort to adapt to the coronavirus pandemic. Local governments are often constrained to be as flexible as is necessary during a situation like this where there is a rapid shift in needs by community members, yet nonprofits are able to step in. Councilor García pointed out that:"The nonprofit organizations are no longer doing what they used to do because now they\'ve become first responders and they come to the city and the city cannot provide that funding because we have fiscal responsibilities. (García, [2020](#wmh3364-bib-0025){ref-type="ref"})"

Meeting these needs requires rapid learning, including from mistakes, and continual progress. In these situations, clear and direct communication within local governments, with local nonprofits and health system leaders, and directly to community members based on in‐depth knowledge of community needs are critically important. Chelsea rapidly established individual committees (e.g., for communications, food distribution, neighbor‐checking), to assess needs and ensure those needs were being met on a daily basis, which aided the local government in their effort to use social and news media to ask the state of Massachusetts to provide critically needed assistance in clearly specified areas such as food distribution, including with the help of the National Guard (García, [2020](#wmh3364-bib-0025){ref-type="ref"}). Here again, the trust that community members had in their local governments proved to be essential. Councilor García pointed out that most of Chelsea\'s residents are from Central American countries where soldiers are symbols of oppression."But nonetheless, they show up \[to get food\]. And I think that speaks volumes of the leadership here that we\'ve been out there and saying, "¿Sabes qué? No tengas miedo." Don\'t be afraid. And we go out there and we turn on those cameras and we show them, these folks are here to help you, and they\'re not going to do anything because if they even try, we\'re here for you ... we\'re not going to allow that to happen. (García, [2020](#wmh3364-bib-0025){ref-type="ref"})"

Conclusions and Recommendations {#wmh3364-sec-0050}
===============================

Researchers noted well before the coronavirus pandemic the need to establish a workforce with "more emphasis on population strengths (vs. vulnerabilities), organizational assets (resources, money, skills, and relationships), and sustainable development" as well as robust collaboration between neighborhood and community organizations, local governments, and professional organizations helping to support healthy communities including health‐care providers, law enforcement, social service providers, and faith‐based organizations (Madrigano, Chandra, Costigan, & Acosta, [2017](#wmh3364-bib-0034){ref-type="ref"}).

Currently, we lack research and policy actions assessing key strengths of marginalized communities that we can leverage to improve health outcomes for people with behavioral health conditions, especially among racial and ethnic minority populations. Most existing research focuses on individual‐level behaviors that lead to higher risk of COVID‐19 complications. Yet there are community‐centered and strength‐based approaches such as the ones we document above that require continuous, ongoing support as part of a robust public mental health response. Creating emergency and pandemic‐response action plans that are cross‐cutting and multisector (additionally incorporating housing, employment, social services, and educational sectors) will ensure our most vulnerable are not without basic necessities, such as food, clothing, water, electricity, and reliable internet access in crisis situations.

Further, we recommend collecting large‐scale population data on behavioral health outcomes, aggregated by race, gender, income level, primary language spoken at home, ethnicity, sexual orientation, and gender identity, to improve our understanding of which populations are at greatest risk for complications from COVID‐19 and prepare targeted interventions and health‐care improvement initiatives. We also need more research into the ways that psychological distress and the continued recovery of those with existing behavioral health conditions is impacted by the long‐term impacts of physical distancing and social isolation.

To a remarkable extent, and in many cases against all odds, community‐based organizations and local governments have stepped up to support countless individuals with behavioral conditions and from marginalized communities. Continuing to support their efforts while working to meaningfully integrate and coordinate these efforts is essential in mitigating the stark pandemic‐related disparities faced by our most vulnerable communities.

Notes {#wmh3364-sec-0060}
=====
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